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BACKGROUND 


Three Decades of Clinical Experience 


HE use of cow’s milk, water and carbohydrate mixtures represents 

the one system of infant feeding that consistently, for three decades, 

has received universal pediatric recognition. No carbohydrate employed 

in this system of infant feeding enjoys so rich and enduring a back- 
ground of authoritative clinical experience as Dextri-Maltose. 


DEXTRI-MALTOSE No. 1 (with 2% sodium chloride), for normal babies. 
DEXTRI-MALTOSE No. 2 (plain, salt free), permits salt modifications by the 


physician. 
DEXTRI-MALTOSE No. 3 (with 3% potassium bicarbonate), for constipated 


bies. 
These products are hypo-allergenic. 


DEXTRI-MALTOSE 


Please enclose professional eard when requesting samples of Mead Johnson products to cooperate in preventing their reaching 


unauthorized persons 
Mead Johnson & Company, Evansville, Ind.. U. S. A. 
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PHOSPHALJ 


MEDICATION FOR PEPTIC ULCER 4. 
SUPPLIED IN 12-FLUIDOUNCE BOTTLES 


Entered as second-class matter February 9, 1916, at the post office at Greenville, South Carolina, under Act of Mar. 3, 1879. 
Accepted for mailing at special rate of postage provided for in Sec. 1103 Act of October 3, 1917, authorized Aug. 2, 1918. 
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Valedictory 


Rosert Wiison, M.D., CHar.eston, S. C. 


(As Dr. Wilson retired as Dean and Professor 
of Medicine of the Medical College of the State of 
South Carolina, he delivered the following impres- 
sive and stimulating address. We take pleasure in 
printing it in this Journal so that all the former 
students and friends of Dr. Wilson may have the 
privilege of hearing the last official words of Dean 
Wilson.—Ed.) 

It is fitting that I should say a final word to you 
of the graduating class, whom now I may address 
as fellow alumni. 

Today you leave the halls of your alma mater 
and, after a brief period of further preparation, 
you will enter upon a future which at this time 
human vision cannot penetrate. But I feel assured 
that whatever may betide, and whatever changes 
may take place in our social outlook, the princip!es 
which have lighted the medical profession through 
the ages will never change, and if you adhere to 
these you need fear no confusion. 

Loyalty — loyalty to the high ideals of ethical 
conduct which have distinguished our profession from 
the earliest times. In the words of the noble oath 
you recited a few minutes ago, “In uprightness and 
in honor I will lead my life and practice my art.” 

Devotion to your profession, to the science and 
the art of medicine, and in love of the art you will 
find love of man. I think that I do not err in thus 
reversing the Hippocratic precept, “Where there 
is love of man, there is also love of the art.” 


Unselfishness at all times — willingness to sacri- 
fice yourself and your comfort for others and for 
your profession. “To scorn delights and live labori 
ous days.” Your only olive branch may be the con- 
sciousness of adherence to higher things than self— 
but that is enough. This I think is the highest level 
man can reach; and through the long course of 
human history there have been many of our pro- 
fession who have attained it — may you do likewise. 


These few words are my valedictory. For more 
than half a century it has been my privilege to teach 
in this institution, and the share which I have had 
in instructing two generations of students and phy- 
sicians in the science and art of medicine has been 
a source of pride and of happiness. It has been my 
privilege also to have a share in directing the des- 
tinies of this old college for more than thirty-five 
years. During these years I have enjoyed in rare 
degree the loyal cooperation of the entire medical 
profession of the state both alumni and non-alumni, 
and I wish to take this opportunity to express my 
gratitude for without this cooperation what has been 
accomplished would have been impossible. 


With the close of this session my official responsi- 
bilities cease, my resignation having been accepted 
by the Board of Trustees, and the robe of office 
will fall from my shoulders and be placed upon 
another. 


Opening Address 
January 3, 1944 


KennetH M. Lyncn, M.D., DEAN 


(This address was delivered by Dr. Lynch soon 
after he was elected Dean of the Medical College 
to succeed Dr. Wilson. We are glad to publish it 
so that the friends of the Medical College may see 
the type of man who now directs her course.—Ed.) 

The Medical College of the State of South Caro- 
lina is opening its 117th session of the 116 years 
of its operation. It was closed during the War Be 
tween the States. 

During 1943 there were two commencements in 


a calendar year. | 
occur again. 


sincerely hope that will not 


That hope is based upon the keen ‘esire of the 
world that war shall end and that we shall return 
to the conditions of peace; that butter and medi- 
cine and the happiness of human kind shall not be 
rationed in favor of guns. 

It is based further—and I don’t know that it is 
a second—on the hope that education, both general 


and professional, may be returned to itself before 
damage is done to it which may be irreparable, for 
there is grave danger of just that. 

It is not my purpose here to discuss the dangers 
to education as a whole in our present situation 
and procedure. There are many to emphasize that 
concern. 

I would be less than true, however, to the aims 
that we here represent and that are today represent- 
ed in all places and all thought of like category, if 
I were to endorse and promote the course which we 
now enter upon and continue in medical schooling 
and training under war conditions. 

Although none has questioned the necessity of 
year-round operation of medical schools, it is es- 
sentially universal among those whose business it 
constitutes that all other war-time changes effected 
in medical schooling are to be deplored. 


We all knew—and know—that we made a certain 
sacrifice in setting in motion the accelerated schedule. 
That was necessary; we needed medical officer re- 
cruits that badly. But, there is yet to be presented 
one undisputed claim to advantage in quantity or 
quality of physicians for medical officers to come 
from placing medical schools and student bodies on 
an active military status. Rather, there is mounting 
apprehension as to its effects. 


You may feel that you are the gainers, at least 
in an economic way, in being supported and paid 
in studying medicine. That is at least doubtful. 


You may feel that you are more truly represented 
before your fellow man with a visible insignia. 
But you are doing nothing during the time more 
than you would otherwise have been doing. 


At least, however, you of the present classes have 
an advantage which some of your successors ap- 
parently will not have. Up to the present you have 
been allowed freedom of choice as to where you 
take your schooling. Before long that will ap- 
parently not be the case, and your successors may 
lose their identity and your schools may lose theirs, 
and medical education may become a mechanized 
and impersonal matter—and what the effects of that 
will be no one can clearly foresee. 


In order that we may, for the time being how- 
ever, proceed as nearly natural as circumstances 
will allow on the course which medicine itself has 
set for us, I urge upon you that you shall lay aside 
for the time thoughts of war and the conditions 
created by it. You are here primarily to learn medi 
cine and to become physicians. Let that be your 
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business in life for the present and let nothing 
hinder you. 

You who have already made the start, let me 
urge that you recast your thoughts and course of 
procedure to fit a bit closer to the point. 

To those who are making the first approach, let 
me say that what you are undertaking is no child’s 
play. Let him who is not certain of his desires and 
of his stamina to pursue them make way for one 
who is. 


There are certain practical points which I would 
cite to you, not to discourage you but rather to 
encourage you in the beginning. The mortality 
among those who have previously attempted the 
job which you are now to do has been unnaturally 
high. 

The reasons for that are of great importance to 
you. Has the serious consideration of normal times 
been given? Have those who might normally have 
accomplished a satisfactory job allowed themselves 
to be diverted from purpose? I urge that you ask 
these questions of yourself and be on guard con- 
stantly and continually as to your answers to them. 

In joining with us here, we expect a great deal 
of you. We expect that you will pursue your busi- 
ness, of your own choosing and desire and not by 
driving from your instructors. 

We are here as guides and teachers, not to force 
you to do what you have asked to be allowed to do. 

In our view you are mature men and women who 
have yourselves chosen a field of work and who 
have been among the comparatively few who have 
been given this opportunity to follow it. We cannot 
contemplate that you will not follow through. 

We also expect a certain high course of personal 
conduct. In fact, if there is any major addition to 
your responsibilities by virtue of the fact that most 
of you are now clothed and walking before your 
fellow men as military officers in preparation, it is 
in this respect, added emphasis upon your main- 
taining a high standard of life and conduct. 

You will have certain organizations to effect 
among yourselves. You will have certain duties con- 
cerned with your military connections which will 
be kept clearly before you by the Commandants of 
the military units. 

Finally, you will have certain relations and obli- 
gations to the executive office of the college and 
to the staff members of the departments of in- 
struction as you encounter them. 

We ask that you feel free to present your prob- 
lems and questions to any of us. 


q 
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Rheumatic Fever 
A. W. Browninc, M.D., Etvorer, S. C. 


We marvel at the incredible activity, tireless 
energy, and the undaunted enthusiasm of children 
who have a vigorous body and sound limbs, to which 
they are fully entitled. Such children merrily skip 
along at their play. It is with compassion that we 
look upon the child whose agility is limited because 
of disability. 

The specter of crippling and death from infantile 
paralysis has terrified numerous cities and com- 
munities. Yet damaging as it is, we must not for- 
get that we may have an equal amount of destruc- 
tion of our younger generation by rheumatic heart 
disease. 

Atwalter and Cecil state that there are about 
170,000 cases of rheumatic fever per year, for each 
100,000,000 population and Paul estimates a_ total 
of 840,000 cases of rheumatic heart disease, active 
and inactive in 100,000,000 population. Cohn and 
Lingg of New York after observing 3129 cases of 
rheumatic heart disease over a period of 15 years 
state that, at 15 years 70 per cent of persons af- 
flicted have already acquired the disease. And re- 
cently a board of Army cardiologists after examin- 
ing over 4000 army registrants, rejected because of 
heart disease, state that over half, after thorough 
investigation, were caused by rheumatic 
early life. 


fever in 


Acute rheumatic fever was known to antiquity. 
Over 100 years ago Bouillaud established a “law of 
coincidence” between the occurrance of heart disease 
and acute rheumatism. It has long been known 
that persons with this type of rheumatism are high- 
ly susceptible to heart damage, and that these heart 
defects may more or less hamper an_ individual’s 
physical activity during the rest of his life. These 
simple, well known facts emphasize how important 
it is that consideration be given to rheumatic fever 
so that it may be more readily recognized and more 
intelligently treated, and that as many as possible 
of its complications and recurrences may be pre- 
vented. 

The fact that initial attacks of rheumatic fever 
occur during the appealing years of childhood 
further enlists our sympathy. The frequency of 
attacks is greatest between the ages of 3 and 10, and 
in young adults who should be economic assets, 
rather than liabilities. The disease may recur at in- 
tervals during later years, but the symptoms of the 
first attack should be cautiously watched for, and 
the heart involvement and other complications most 
carefully guarded against, to prevent later disa- 
bility. 

A history of acute rheumatism in one’s family 
should further heighten protective measures. 

Relatively few adults have rheumatic fever; but 
the onset in later years is usually rather abrupt 


Read before Edisto Medical Society. 


The Author: 


Dr. Browning was graduated from Baltimore 
Medical College in 1897 and is now carrying on 
general practice in Elloree. With one of the 
most extensive and time-consuming practices in 
the state, Dr. Browning is to be commended for 
finding the time and energy to prepare this paper. 
The Editor hopes that his effort will stimulate 
other general practitioners to do likewise. 


with high fever, drenching sweats, and hot, red, 
swollen, painful joints. 

Here, there is no difficulty in recognizing the 
disease and instituting treatment. Similar acute at- 
tacks may occur in children. In nearly half of the 
cases however, the onset will be gradual over a 
period of weeks or months. These children complain 
of pain in the joints, and may show a gradual swell- 
ing in the affected area. Often, they awaken at 
night and cry-out with pain, rarely in the arms, 
usually in the legs which are the weight bearing 
parts of the body. After the pain eases they will fall 
asleep. The following morning they may appear as 
well as Often symptoms are called 
“growing pains” and the real condition is overlooked. 
Children with rheumatic infections may limp be- 
cause of pain in a joint, run a low-grade fever, re- 
main underweight, have a certain pallor and look 
undernourished. They may have abdominal pains, 
and care must be taken to distinguish these from 
appendicitis to avoid unnecessary operations. Nose- 
bleeds often occur for no known reason. These 
nosebleeds may be severe and difficult to control. 
They should make one wonder whether rheumatic 
fever does not underlie them. These children tire 
easily, the pulse is rapid, and they often have night 
sweats. There are certain types of skin eruptions 
that may accompany rheumatic fever. In some 
cases reddish, rounded, slightly elevated areas, and 
in others, nodules varying in sizes from that of a 
pinhead to that of a hazel nut appear in or under 
the skin, on the fingers, palms, neck, forehead, chest 
or cheeks. Bluish spots sometimes appear in crops 
on the legs and arms, last for a number of weeks, 
and disappear without blemish. 

Another condition to be considered is chorea or 
St. Vitus’s Dance. Sometimes this precedes or 
follows attacks of acute rheumatism. This is shown 
first by increased nervous irritability of the child. 
There may be crying spells and terrifying dreams, 
and a formerly quiet child may become cross and 
wilful with emotional outbreaks. 

Speech is often interfered with, and there is 
general muscular weakness. These attacks usually 
terminate favorably with proper treatment and with 
removal of the child from all exciting factors in 
his environment and associations that precipitate 
nervous irritability. It may even be necessary to 
remove him from his own family. 


ever. these 
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Almost any organ or tissue in the body may suf- « 


fer with accompanying inflammation during an 
acute rheumatic attack. The kidneys may be af- 
fected; pleurisy may occur with production of 
fluid. The organ most closely associated in_ its 


damage, appearantly from the same infection that 
causes acute rheumatism, is the heart. Unfortunate- 
ly, while the effects of the disease in the joints may 
entirely disappear, at least so far as function and 
usefulness are concerned, the heart when affected 
nearly always acquires some degree of permanent 
damage. This may not be great enough to interfere 
in any way with an active physical or mental life. 
It may, however, ‘be sufficient in some instances to 
force physical activity to be sharply limited if this 
person is to avoid the inevitable disagreeable symp- 
toms that occur when a heart is forced to work be- 
yond its capabilities. 

I feel that it is not necessary for me to mention 
the various heart leisons which may occur, (endo 
carditis, pericarditis, myocarditis, etc.) and the 
symptoms they produce. Suffice it to say that these 
considerations should impress on every one’s mind 
the necessity for enforcing the amount of lessened 
activity that will allow the heart to do its work. 
This may mean weeks, months or years in bed 
for some children; but if they can in this way be 
insured a relatively sound heart for their future life. 
it is time well spent. 

While a definite organism causing rheumatic 
fever is not known, its beginning is often associated 
with tonsillitis, sore throat, nasal infection, measles, 
influenza, pneumonia, scarlet fever, and _ possibly 
diseases and infections of the teeth. Children who 
have repeated attacks of this sort should have the 
tonsils removed and other infections cleared up if 
possible. I am aware that removal of the tonsils, is 
a debated question — but I feel it is best to play 
safe. 

Acute rheumatic fever is a serious disease which 
may have either an abrupt or a gradual and insidi- 
ous onset. It may involve many organs, but its 
effect on the heart is the most impressive and 
fraught with the gravest possibilities for limiting 
future physical activity. The tendency to recurrance 
ever after the lapse of several years should be re- 
membered, and every precaution should be taken to 
protect the child who has had one attack, and here 
is where you want to watch the pulse and tempera- 
ture. Proper clothing, adequate nourishment, avoid- 
ance of exposure and infections, and care not to 
place too many burdens on these little people, especial- 
ly those who are eager and alert and frail, are the 
best possible preventive measures. 

That rheumatic fever is an infection there seems 
little doubt. A streptococcus or diplococcus is as- 
sociated by many with the primary lesions. In re- 
cent years some authorities have suggested the possi- 
bility of a filterable virus being the real cause and 
the streptococcus a secondary but frequent if not a 
constantly associated infection. Others have sug- 
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gested that the visceral and peripheral lesions are 
allergic. At present the hemolytic streptococcus 
seems to bear a more intimate relationship to the 
disease than any other agent. 

Secause of the popularity of the streptococcus 
theory, a good many efforts have been made to de- 
velop a specific treatment for rheumatic fever. This 
has taken the form of streptococcus vaccine, non- 
therapy, anti-streptococcus serum, 
streptococcus filtrate, and specific chemo-therapy. 
None of these measures have been conclusively 
shown to be of real value in the treatment of acute 
rheumatic fever. 


specific protein 


Acute inflammatory changes which occur in the 
joints must be treated like any other acute arth- 
ritis. Complete rest is the keynote of therapy for 
this condition just as it is for early rheumatic card- 
itis. 

Local applications may help relieve joint pain. 
For this purpose wet dressings of saturated solu- 
tion of magnesium sulfate are popular. Another 
favorite local application is a 10 per cent ointment 
of methyl salicylate made up in petrolatum. 

Physical therapy does not play an important role 
in treatment of rheumatic fever; it is contraindi- 
cated in the acute form of the disease. In subacute 
rheumatic arthritis, diathermy, hydro- 
therapy, massage, and passive motion may be help- 
ful. 

Artificial fever induced by intravenous injections 
of typhoid vaccine or by mechanical measures, is 
used by some. 

The compounds of salicylic acid are 
standard treatment for rheumatic fever and, in most 
cases, they give remarkable, quick and striking re 
lief to the patient. 

Sodium | salicylate the most popular of the 
salicyl derivatives. It should be given every two to 
four hours, by mouth, in doses of 1 to 1.3 gm., com- 
bined with an equal amount of sodium bicarbonate, 
until symptoms subside. If sodium salicylate causes 
gastric upset, as is not infrequently the case, Sal- 
Ethyl Carbonate may be employed to obtain typical 
salicylate effect without any disturbing effect on 
the stomach. The dose of Sal-Ethyl Carbonate 
varies from 5 to 15 grains repeated as indicated. 

Aminopyrine and cinchophen or its derivatives are 
also useful analgesics in rheumatic fever but the 
danger of isiosyncrasy with granulopenia following 
aminopyrine, and urticaria and liver atrophy being 
caused by cinchophen has made these drugs less 
popular. 

The beneficial effects of the sulfanomide drugs 
—on hemolytic streptococcus infections, according 
to Dorork, Colebrook, Kenney and Strus, has led 
to their use in treatment of rheumatic patients and 
it would appear logical when based on the hypo- 
thesis that hemolytic streptococci induce the disease. 
Although some favorable results have been reported, 
most authorities have not proved them of much 
value in rheumatic fever. Of course, this doesnot 
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apply in treating the lesions resulting from rheu- 
matic fever, heart, kidney and such — where it is 
generally felt that they are of real value. The drugs 
are then given rather freely according to age and 
weight — that is one grain per pound, per body 
weight per day — for 5 to 10 days — at intervals of 
4 to 12 weeks — keeping tab of kidneys and haemo- 
globin. 

Some suggest giving it continuously for months 
—sulfathiazole and sulfadizaine appear to be the 
preparatians of choice. 

When congestive heart failure is present, digitalis 
is indicated in sufficient dosage, with a maintenance 
dose for some time. 

After-care of the primary attack of the rheu- 
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matic fever patient is of the greatest importance 
even when it is merely suspected. When antipyretics 
have been withdrawn, the patient should remain in 
bed for two or three weeks after all symptoms of 
infection have disappeared. At the time the patient 
is allowed to get up, the weight should be normal, 
and very important—the pulse slow and regular. 

The anemia that follows acute rheumatic fever 
in children often requires attention during conva- 
lescence. For this, chief reliance should be placed 
on iron, arsenic and ultraviolet therapy. To repeat, 
particular care must be taken to avoid strain on 
the heart of the patient convalescing from acute 
rheumatic fever. Especially is this true, if you find 
the least sign of heart ailment symptoms. 


Missed Abortion 


Row.anp F. Zeicier, Jr., M.D., Seneca, S. C. 


“Missed abortion,” which is not a rare condition, 
is the retention in the uterus of a whole but dead 
ovum. It seldom gives marked symptoms, and an 
early diagnosis is often difficult. Usually, with the 
death of the fetus, nausea and other sympathetic 
symptoms of pregnancy cease, the breast retro- 
gresses, and the uterus stops growing. (In the case 
to be reported, however, nausea was apparently 
exaggerated for a time after the fetal death.) There 
may be frequent contractions, so called “minus pains,” 
along with a brownish vaginal discharge or oc- 
casional bleeding. There may be general symptoms 
of malaise, anorexia, and anemia. Chilliness and 
afternoon fever may occur, showing beginning de- 
composition of the ovum. 

The time of onset of any symptoms or signs 
varies from days to months after the death of the 
fetus, depending on the nature of the changes oc- 
curring in the ovum. There may be a varety of 
changes that occur in the ovum, hence the varied 
and inconstant picture presented. If the fetus dies 
in the early weeks, the chorion and the decidua, 
which are nourished by maternal blood, may con- 
tinue to grow. Hemorrhages are very common in 
the decidua and repeated hemorrhages may invade 
the whole periphery of the ovum. If such be the 
case, the cavity of the amnion is crowded together, 
or more rarely, the blood may break into the ovum 
itself forming a “blood mole.” Dr. DeLee, in his 
textbook,! writes that the membranes may under- 
go an eccentric hypertrophy and the amniotic cavity 
grows larger and fills with fluid, and may be the 
size of that of an ovum of two months; a fetus of 
three weeks is found adhering to one side of the 
sac. If the fetus dies later in pregnancy, after at- 
taining some bulk, changes similar to those of a 
dead ectopic fetus are observed. Maceration of 


such a fetus is most common, but it is often im- 
possible to determine just how long the fetus has 
been dead because of the enzymes in the liquor 
amnii. 


Disintegration may occur rapidly or very 


The Author: 

A graduate of the Medical College of the State 
of South Carolina (1937), Dr. Zeigler is now 
doing general surgery and is on the surgical 
staff of the Oconee County Hospital. 


slowly. The placenta may continue to grow after 
fetal death and reach a_ remarkable Rarely, 
mummification of the fetus may occur, and more 
rarely (within the uterus itself), lithopedion for 
mation, Septic infection of the uterine contents in 
missed abortion is rare, unless there has been some 
outside interference, such as instrumentation. 


size. 


In missed abortion, differential diagnosis must 
be made chiefly from uterine fibromyoma, hydatidi- 
form mole, and normal pregnancy. Watchful ex- 
pectancy will usually clarify the situation. More 
often than not, the gestational sac and its contents 
produce no undesirable symptoms, and in time the 
patient will usually go into labor and pass the pro- 
ducts of conception. The diagnosis is best made on 
two bimanual examinations with an interval of a 
month between them. The uterus does not enlarge, 
and may even grow smaller, as well as harder. It 
must be remembered, however, that at times with a 
normal pregnancy uterine growth is irregular. For 
this reason, some advise waiting two months, in 
the absence of undesirable or enlightening symp- 
toms, before deciding that the fetus is dead. Hy- 
datidiform mole usually grows more rapidly than 
a normal pregnancy, rather than more slowly. The 
uterus containing a vesicular mole of any size usual- 
ly feels soft and elastic. The Friedman test is of 
value, being positive in a much greater dilution with 
a mole than with a pregnancy, usually high as a 
one to ten dilution being positive with the mole. 
For determining a missed abortion, however, the 
Friedman test would be unreliable, because it re- 
mains positive as long as the placenta is alive, re- 
gardless of the fetus. 

There is no immediate indication for the evacua- 
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tion of the uterus in a missed abortion. At times, 
however, the indolence of the uterus may be remark 
able, and operative interference necessary. When 
the fetus is known to be dead, and nature has failed 
to abort it in a reasonable length of time, it is most 
satisfactory to both patient and physician to take 
steps to empty the uterus. This is especially true 
when there are exhausting, fruitless contractions. 
The method of emptying the uterus depends on the 
individual case and circumstances. Repeated small 
doses of posterior pituitary extract may stimulate 
regular uterine contractions, and recently it has 
been demonstrated that estrogen in large doses in 
creases the uterine irritability and its responsive- 
ness to pituitrin. The introduction of a soft catheter 
into the uterus, mechanical dilatation of the cervix 
with instrumental evacuation, or uterotomy may 
occasionally be necessary. 


REPORT OF CASE 


Mrs. V. W., a white female, age 19 years, was 
seen at my office on 6-28-43 with a complaint of 
generalized aching and nausea of 2 weeks duration. 
Her general history was essentially negative, and 
her menstrual history was normal (16x28x5 with 
little pain). At present, she was 2 weeks overdue, 
having menstruated last on 5-20-43. The family 
history was of interest. She had 2 half sisters who 
had had hydatidiform moles. One of these, a 
primipara, had grown to a full term size and then 
died, apparently from hemorrhage. The other half 
sister had two children, and her third pregnancy 
resulted in the passage of a mole at about 4 months. 

Physical examination showed a fairly well de- 
veloped young female, weighing 139 pounds. The 
temperature was normal, pulse rate 92 with regular 
rhythm, and B. P. 118/70. The head, neck, heart, 
breasts, and lungs were normal, and the abdomen 
presented no abnormalities except slight tenderness 
to deep palpation in the R. L. Q. The urine was 
negative. A tentative diagnosis of pregnancy was 
made, and she was instructed to return in 2 weeks 
for a pelvic examination. 

On 7-13-43, vaginal examination revealed a soft 
cervix and a slightly enlarged uterus in good posi- 
tion. A diagnosis of a 2 months pregnancy was 
made. The patient was given routine pre-natal in- 
structions, and prescribed calcium and _ viosterol. 

On 8-12-43, the patient still complained of severe 
nausea with occasional vomiting. Her weight was 
133, B. P. 100/60, hemoglobin 70% (S), and urine 
negative. The fundus uteri was palpated above the 
symphysis pubis almost one-third the way to the 
umbilicus. Pelvic measurements were made and 
found to be adequate. She was prescribed sodium 
bromide for nausea. 

On 9-13-43, at approximately 4 months gestation, 
the nausea had subsided and the patient felt fine. 
Her weight was 130% pounds, pulse 84, B. P. 
100/60, temperature normal, urine negative, hemo- 
globin 68%, and Wassermann negative. The fundus 


March, 1944 


uteri was now about three-fourths the way to the 
umbilicus. She was prescribed a liver and iron com- 
pound. 

On 10-19 43, the patient informed me that she 
had had slight, painless bright red vaginal bleed- 
ing for the past 2 days. She believed that she had 
been feeling fetal movements since 9-22-43. At this 
time the fundus was still three-fourths the way to 
the umbilicus, showing apparently no enlargement 
for the past 5 weeks. Fetal heart tones were not 
heard, nor were any fetal movements palpable, but 
a uterine souffle was audible low on the right side 
of the uterus. The patient was immediately confined 
to bed and given progesterone both orally and in- 
tramuscularly, daily. The following day, 10-20-43, 
she began having severe cramping lower abdominal 
pains with intermittent bright red vaginal bleeding 
more freely. Between the bouts of bleeding, there 
was now a constant but scanty dark brown vaginal 
discharge. Opiates were administered which caused 
severe nausea, and on 10-21-43 she was admitted 
to the Oconee County Hospital for intravenous glu- 
cose administration, and observation. An abdominal 
X-ray failed to reveal any evidence of a fetal 
skeleton. It was surmised that the fetus had died 
at an earlier date. Because of the family history, 
hydatidiform mole was especially feared by the 
immediate family. The uterus, however, had _ the 
cystic feel of a normal pregnancy, rather than the 
“elastic” feel of a mole, and the uterine growth 
had been retarded rather than accelerated. Her 
vaginal discharge was closely watched, and no 
grape-like bodies were observed. For the following 
week, the pains persisted and increased in severity, 
and moderate vaginal bleeding continued. Occasion- 
ally, the pains would stop for several hours, without 
opiate administration, and then violently start again. 
The temperature remained normal, and the hemo- 
globin was now 61%. The entire lower abdomen 
was now tender, but especially the R. L. Q. around 
McBurney’s point. The uterine souffle remained 
audible, but there were no signs of fetal life, and 
the patient did not now believe that she felt fetal 
movements. (What movements she had felt proved 
later to be just another case of mind over matter.) 
Abortion seemed inevitable, but the uterus was in- 
dolent in spite of all its subjective pain, and the 
cervix was long, very hard and firm, and almost 
completely closed. 

On 10-28-43, twenty-three weeks after her last 
normal menstrual onset, and eight days after the 
onset of pains, it was deemed advisable to empty 
the uterus. The patient was at this time fairly well 
exhausted both physically and mentally from her 
prolonged ordeal. Rather than subject her to further 
and severer pains which might eventually dilate 
the rigid cervix, and rather than attempt to forcibly 
dilate it, abdominal uteroromy was decided on. She 
was given additional intravenous fluids, and under 
general anesthesia, the lower abdomen was opened 
and appendectomy and uterotomy performed. The 
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appendix was long (15 cm.), injected and 
edematous in its distal third, and contained a pea- 
sized fecolith in its tip. This undoubtedly accounted 
Q. The 
uterus was slightly ovoid and the size of a 4%-5 
months gestation. It was incised high on the fundus, 


very 


for the increased tenderness in the R. L. 


and an orange-sized amniotic sac expressed intact. 
The interior of the uterus was wiped smooth with 
a sponge; there were no vesicular bodies present 
to suggest mole formation. The uterus was injected 
with fifteen minims of pituitary extract, sutured in 
layers, and the abdomen closed. The patient’s con- 
dition was satisfactory throughout the operation. 
The amniotic sac was later opened to inspect the 
fetus, but at first glance there appeared to be noth- 
ing in the sac except thin brownish fluid, which 
filled it. A careful 
vealed a tiny white embryo, measuring ony 3 mm, 
in length, attached to the inner surface of the 
amnion. It was attached by a stalk 1 mm. long. 
The inner surface of the sac was smooth, and the 
outer surface was studded by tiny villous projec- 


more inspection, however, re 


tion, but there were no cystic buds. Grossly, there 
was little to resemble or suggest a placenta. Micro- 
scopic examination was done by Dr. J. M. Feder,2 
Director of Clinical Laboratories of the Anderson 
County Hospital. Dr. Feder rendered the following 
report: 

“Miscroscopical Examination: The picture is es- 
sentially that of a more or less degenerated placenta. 
There are areas of hyalinization in the decidium, 
and the chorionic villi are quite distinctly demar- 
cated. 

“Diagnosis : 
Placenta. 

“Remarks: It is our impression that the fetus 
has been dead for a considerable period of time, 
and that the fluid described and the uterine enlarge- 
ment could be considered a normal process under 
the circumstances. In view of the fact that this 
patient comes from a family having a history of 
uterine moles, it is suggested that a Friedman test 
be performed at the end of sixty days for the pur- 
pose of determining whether or not a_ metastatic 
process, which is highly unlikely, could exist.” 


Fetal Membranes and Degenerated 


The patient had an uneventful and normal con- 
and was discharged from the hospital 
via ambulance on Nov. 5, 1943, eight days after 
her laparotomy. Two months after operation the 
Friedman test was negative. 


COMMENT 


The fetus had undoubtedly died at 3 or 4 weeks, 
but nature had failed to abort it, and the mem- 


valescence 
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with maternal nourishment had continued 
to grow normally to the size of a 44% months ovum. 
The cause of the early death of the fetus is best 
explained by a study of Dr. Samuel Meaker’s 
classification of the causes of abortion in his re- 
cent publication.s He states that when an embryo 
dies weeks before there is any evidence of ovular 


branes 


detachment in the form of bleeding or cramps, the 
trouble is present from the moment 
of conception. Faults inherent in the germ plasma 
may produce anatomic defects; more often they 
lead simply to state of insufficient vitality. The 
continued growth of the amnion for a period of 
about 15 weeks after fetal death is probably best 
explained by what Dr. DeLee refers to as an 
hypertrophy of the membranes with 
growth of the amniotic cavity.” The failure of an 
early abortion, which resulted in a missed abortion, 
was probably due to a persistence of the corpus 
luteum, behind which more complicated problems 
of endocrine physiology are probably involved. 

Perhaps it is such an anomaly as the above .re 
ported case that we occasionally hear the layman 
speak of as a “false pregnancy” or “false concep- 
tion,” when he is obviously not referring to a mole. 
The tiny 3 mm. embryo of 3 to 4 weeks growth 
might easily eventually escape unseen. 

The quantity of amniotic fluid present in the 
above case lends support to the already favored 
theory of its origin from the maternal rather than 
the fetal side. a 

A loss of weight which is out of proportion to 
the amount of vomiting, and which continues be- 
yond the period of nausea, may be the earliest 
diagnostic hint of a missed abortion—when the 
uterus is enlarging with growing membranes. 


CONCLUSIONS 


hereditary, 


“eccentric 


A case of missed abortion with continued growth 
of fetal membranes is reported to illustrate one of 
the various situations that may be encountered in 
missed abortion. 
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History of Anesthetic Drugs 


R. P. Watton, M.D. 


The history of anesthetic drugs goes back to re- 
mote antiquity if we consider attempts to produce 
anesthesia by drugs which simply stupify or pro- 
duce analgesia or distraction.1 Narcotics of this type 
are not considered good anesthetics according to 
present day standards, although they will have some 
occasionally useful applications. The reference here 
is particularly to alcohol, hashish and opium. These 
drugs have been available almost since the begin- 
ning of history and since they do have an effect 
which suggestively resembles that of typical anes- 
thetics it is not surprising that the ancients tried 
such and even recorded instances of their use in 
some of the earliest human records. The Greek 
Odyssey of about 1200 B. C. speaks of Helen of 
Troy as using a drug which, to quote the Homeric 
poems “lulled all pain and anger and brought for- 
getfullness of every sorrow. Whoso should drink 
the draft thereof when it is mingled in the bowl on 
that night he will let no tear fall down his cheeks, 
not though his mother and his father died, not 
though men slew his brother or dear son before 
his face and his own eyes beheld it.” This was the 
drug which reputedly came from Egypt and which 
was added to wine. It was probably opium, man- 
drake, hyoscyamus or hashish, or a mixture of 
drugs of this type. The Romans described the use 
of mandragora as an analgesic and soporific be- 
fore “cuttings and puncturings.” A description2 
collected by the French scholar, Julien, from a 
reasonably authenticated Chinese writing of 220 A. 
D. described the administration of a hemp or 
hashish preparation dissolved in wine which in the 
course of several minutes developed insensibility 
“as if the patient had been plunged into drunken- 
ness or deprived of life. Then, according to the 
case, he performed the opening, the incision or the 
amputation and relieved the cause of the malady. 
Then he opposed the tissues by sutures and applied 
linens. After a certain number of days, or the end 
of a month, the patient finds he has recovered with- 
out having experienced the slightest pain during 
the operation.” 

These descriptions of course are clearly over- 
enthusiastic and resemble some modern medical re- 
ports which ignore or greatly minimize the toxic 
potentialities and disadvantages of drugs. However, 
it is highly probable that narcotic drugs were actual- 
ly used by the ancients in this way and at times 
with successful results.s,4 These ancient drugs are 
not entirely excluded from consideration as anes- 
thetics in the present day. Morphine has a place as 
something more than a supplement to the regular 
anesthetics. On speciai occasions, morphine: alone 
has been used as the anesthetic of choice. Under 
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combat conditions its use as an anesthetic is seri- 
ously considered although primarily on the basis of 
necessity rather than of choice. Such practice is 
made more feasible by the use of the intravenous 
route which is currently an item of special interest 
among anesthesiologists.s The hashish drugs also 
have some current interest aside from their nuis- 
ance value as a low-grade drug vice among negroes, 
Mexicans, adventurous high school students, some 
dance orchestra musicians and such. The active 
principle has recently been isolated and identified 
and synthetic equivalents have been made.¢. 7.8 
There is some clinical experimentation with these 
drugs in their new form but they promise useful- 
ness only to very limited degree, the most likely 
possibility being some limited application in ob- 
stetrics. 

Over the long period from the time of the early 
Greeks and Romans until almost the present day 
there was no generally accepted anesthetic and 
most surgery was carried out with nothing in the 
way of anesthetic medication. Some records of ex- 
tensive operations in those days refer to the sur- 
geon as having spoken a few words of encourage- 
ment and reassurance to the patient before the ope- 
ration began. Nothing else was done. The opera- 
tions always required the assistance of powerful 
attendants who could restrain the struggles of the 
patient and surgery was necessarily limited to ope- 
rations which could be performed quickly on a 
wildly resisting patient. 

The statement by Sir Humphrey Davey in 1800 
that nitrous oxide destroyed physical pain and 
probably could be used to advantage during surgi- 
cal operations was simply prophetic and did not 
lead immediately to any application. 

Anesthesia in the current sense of the word be- 
gan in the period 1840 to 1850 and the circum- 
stances are pretty well known to laymen as well 
as to the profession. Books have been written re- 
garding the acrimonious and uninspiring disputes 
over priority as enacted by the New England group, 
Morton, Wells and Jackson. The discovery of ether 
anesthesia and, as an incidental thing the discovery 
of nitrous oxide anesthesia, is commonly credited 
to this group because of the dramatic conditions of 
Morton’s demonstration in the Massachusetts 
General Hospital in 1846. Without doubt it was the 
impetus of this incident which introduced ether 
anesthesia to the profession at large. Within a few 
months the procedure was being widely used in this 
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country and was demonstrated before critical 
groups in London. In the year following, Sir James 
Simpson in Scotland, Pirogoff in Russia and Snow 
in England extended the use of ether in various 
ways and Snow even published a book on ether 
anesthesia. This same year Sir James Simpson ar- 
rived at the use of chloroform and was responsible 
for its general introduction in England, His in- 
genuity is equally well represented by the method 
he used to counter the objections which were made 
against the new procedure. Various lay groups pro 
tested for instance against the use of anesthetics in 
obstetrics, deploring the fact that the sacred event 
of child birth should be degraded by throwing the 
mother and child into a state of drunkenness and 
declaring that the procedure contraverted Biblical 
teachings to the effect that woman should bring 
forth child in suffering and travail. Simpson counter- 
ed the latter by quoting from Genesis “and the Lord 
God caused a deep sleep to fall on Adam and he 
slept; and He took one of his ribs and closed up 
the flesh thereof.” 

Evidently the layman's objections were effectively 
subdued in time and now the extent and type of 
anesthesia used in obstetrics is a point of consider- 
able professional controversy with the laity being 
vociferously on the side of those who favor the 
deepest, and sometimes the most dangerous, anes- 
thesia. 


The ether discovery by the New England group 
is, as is well known, also shared by Dr. Crawford 
Long of Jefferson and Athens, Georgia. He used 
and recognized the advantages of ether anesthesia in 
1842, four years before Morton’s public demon- 
stration in Boston. The strength of his priority is 
generally lessened by his failure to appear in print 
on the matter until he published an account in the 
Southern Medical and Surgical Journal in 1849, 
seven years after he began the use of ether anes- 
thesia. The value of his discovery has been depre- 
cated because it was said that he did not make his 
finding known and the statement is even made that 
he died in obscurity. Such ideas, however, do not 
properly represent the situation. Dr. Crawford Long 
was a person of considerable standing entirely apart 
from his association with the ether discovery. Al- 
though a native of Georgia, he was a graduate of 
the University of Pennsylvania and had spent eigh- 
teen months in post graduate work in New York 
City. He had chosen to live in Athens, Georgia, 
which was at that time the cultural center of the 
state, Atlanta, it is said, being considered. “an un- 
developed, rough, railroad town.” Dr. Long was 
an outstanding physician of his community; he 
married a niece of Governor Swain of North Caro- 
lina, who was also president of the University of 
North Carolina. Dr. Long was appointed by the 
Confederate Government to take charge of the 
military hospital on the University campus at Athens 
during the War between the States. He communi- 
cated his ether discovery to physicians of his com- 
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munity shortly after his first successful anesthesia. 
It was well known among the profession of that 
county and neighboring counties. Some have brought 
forth documents to establish this fact. Crawford 
Long delayed publishing an account of the method 
because he wished to collect a larger number of 
cases and surgical cases of the proper type came 
infrequently in those days to a general practitioner. 
He mentioned that he was most anxious to rule 
out effects of imagination and was eager to avoid 
any possibility of a relation with “mesmerism,” 
which was a current fad of that day, to which he 
did not subscribe. His lack of any real concern over 
priority laurels is in favorable contrast with the 
other contenders, all of whom spent most of the 
remainder of their lives in bitter contention among 
themselves, and all of whom, in popular terms, 
came to a bad end. 


It is a matter of some personal interest to ascer- 
tain as whether or not any knowledge of Craw- 
ford Long’s discovery may have reached Charles- 
ton medical circles during the discovery period. This 
could be considered a reasonable expectation since 
this is a contiguous medical center, and numerous 
medical books and journals were being published 
in Charleston at that time. However, no statement 
was located which indicated acquaintance with 
anesthetics other than that which came from the 
New England and European reports. Two articles 
in the Charleston Medical Journal and Review in 
1859 recount the discovery of ether and of chloro- 
form anesthesia without mentioning Crawford 
Long. 11 Dr. Frost’s text book on Materia Medica 
in 1843 did not mention anesthetics at all and a 
later edition in 1851 discussed only the priority of 
Humphrey Davey, the Boston group and Sir James 
Simpson.12, 19 Regarding anesthesia in the later 
edition he says “The point requiring most skill 
and care is to know when the etherization has been 
carried far enough.” This is an obvious statement 
but one which if more fully appreciated by our 
sophomore medical students would greatly improve 
the dog mortality we have during our laboratory 
exercises. 


Dr. Chisolm in his Manual of Military Surgery 
in 1864, was not concerned with the discovery of 
anesthesia but went to considerable lengths in 
emphasizing the value of ‘chloroform under emer- 
gency conditions.14 He declared “the universal use 
of chloroform to allay the pain of surgical opera- 
tions is a complete vindication of the utility of the 
remedy and a proof of its necessity.” Also “in- 
genious inhalors are more or less complicated, and 
on that account, more or less inefficient.” He 
recommended the use of a towel or funnel. He also 
remarked that he was greatly impressed with the 
hypodermic administration of morphine by Wood's 
syringe, a contrivance then only about ten years old. 

There are some other highlights which may be 
touched on briefly in order to complete the record 
of our present varied array of anesthetic agents. 
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The history of anesthetic drugs goes back to re 
mote antiquity if we consider attempts to produce 
anesthesia by drugs which simply stupify or pro- 
duce analgesia or distraction.1 Narcotics of this type 
are not considered good anesthetics according to 
present day standards, although they will have some 
occasionally useful applications. The reference here 
is particularly to alcohol, hashish and opium. These 
drugs have been available almost since the begin- 
ning of history and since they do have an effect 
which suggestively resembles that of typical anes- 
thetics it is not surprising that the ancients tried 
such and even recorded instances of their use in 
some of the earliest human records. The Greek 
Odyssey of about 1200 B. C. speaks of Helen of 
Troy as using a drug which, to quote the Homeric 
poems “lulled all pain and anger and brought for- 
vetfullness of every sorrow. Whoso should drink 
the draft thereof when it is mingled in the bowl on 
that night he will let no tear fall down his cheeks, 
not though his mother and his father died, not 
though men slew his brother or dear son before 
his face and his own eyes beheld it.” This was the 
drug which reputedly came from Egypt and which 
was added to wine. It was probably opium, man- 
drake, hyoscyamus or hashish, or a mixture of 
drugs of this type. The Romans described the use 
of mandragora as an analgesic and soporific §be- 
fore “cuttings and puncturings.” A description2 
collected by the French scholar, Julien, from a 
reasonably authenticated Chinese writing of 220 A. 
D. described the administration of a hemp or 
hashish preparation dissolved in wine which in the 
course of several minutes developed insensibility 
“as if the patient had been plunged into drunken- 
ness or deprived of life. Then, according to the 
casc, he performed the opening, the incision or the 
amputation and relieved the cause of the malady. 
Then he opposed the tissues by sutures and applied 
linens. After a certain number of days, or the end 
of a month, the patient finds he has recovered with- 
out having experienced the slightest pain during 
the operation.” 

These descriptions of course are clearly over- 
enthusiastic and resemble some modern medical re 
ports which ignore or greatly minimize the toxic 
potentialities and disadvantages of drugs. However, 
it is highly probable that narcotic drugs were actual- 
ly used by the ancients in this way and at times 
with successful results.3,4 These ancient drugs are 
not entirely excluded from consideration as anes- 
thetics in the present day. Morphine has a place as 
something more than a supplement to the regular 
anesthetics. On special occasions, morphine alone 
has been used as the anesthetic of choice. Under 
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combat conditions its use as an anesthetic is seri- 
ously considered although primarily on the basis of 
necessity rather than of choice. Such practice is 
made more feasible by the use of the intravenous 
route which is currently an item of special interest 
among anesthesiologists.5 The hashish drugs also 
have some current interest aside from their nuis- 
ance value as a low-grade drug vice among negroes, 
Mexicans, adventurous high school students, some 
dance orchestra musicians and such. The active 
principle has recently been isolated and identified 
and synthetic equivalents have been made.é, 7.8 
There is some clinical experimentation with these 
drugs in their new form but they promise useful- 
ness only to very limited degree, the most likely 
possibility being some limited application in ob- 
stetrics. 

Over the long period from the time of the early 
Greeks and Romans until almost the present day 
there was no generally accepted anesthetic and 
most surgery was carried out with nothing in the 
way of anesthetic medication. Some records of ex- 
tensive operations in those days refer to the sur- 
geon as having spoken a few words of encourage- 
ment and reassurance to the patient before the ope- 
ration began. Nothing else was done. The opera- 
tions always required the assistance of powerful 
attendants who could restrain the struggles of the 
patient and surgery was necessarily limited to ope- 
rations which could be performed quickly on a 
wildly resisting patient. 

The statement by Sir Humphrey Davey in 1800 
that nitrous oxide destroyed physical pain and 
probably could be used to advantage during surgi- 
cal operations was simply prophetic and did not 
lead immediately to any application. 

Anesthesia in the current sense of the word be- 
gan in the period 1840 to 1850 and the circum- 
stances are pretty well known to laymen as well 
as to the profession. Books have been written re- 
garding the acrimonious and uninspiring disputes 
over priority as enacted by the New England group, 
Morton, Wells and Jackson. The discovery of ether 
anesthesia and, as an incidental thing the discovery 
of nitrous oxide anesthesia, is commonly credited 
to this group because of the dramatic conditions of 
Morton’s demonstration in the Massachusetts 
General Hospital in 1846. Without doubt it was the 
impetus of this incident which introduced ether 
anesthesia to the profession at large. Within a few 
months the procedure was being widely used in this 
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country and was demonstrated before critical 
groups in London. In the year following, Sir James 
Simpson in Scotland, Pirogoff in Russia and Snow 
in England extended the use of ether in various 
ways and Snow even published a book on ether 
anesthesia. This same year Sir James Simpson ar- 
rived at the use of chloroform and was responsible 
for its general introduction in England. His_ in- 
genuity is equally well represented by the method 
he used to counter the objections which were made 
against the new procedure. Various lay groups pro 
tested for instance against the use of anesthetics in 
obstetrics, deploring the fact that the sacred event 
of child birth should be degraded by throwing the 
mother and child into a state of drunkenness and 
declaring that the procedure contraverted Biblical 
teachings to the effect that woman should brinz 
forth child in suffering and travail. Simpson counter- 
ed the latter by quoting from Genesis “and the Lord 
God caused a deep sleep to fall on Adam and he 
slept; and He took one of his ribs and closed up 
the flesh thereof.” 

Evidently the layman's objections were effectively 
subdued in time and now the extent and type of 
anesthesia used in obstetrics is a point of consider- 
able professional controversy with the laity being 
vociferously on the side of those who favor the 
deepest, and sometimes the most dangerous, anes- 
thesia. 


The ether discovery by the New England group 
is, as is well known, also shared by Dr. Crawiord 
Long of Jefferson and Athens, Georgia. He used 
and recognized the advantages of ether anesthesia in 
1842, four years before Morton’s public demon- 
stration in Boston. The strength of his priority is 
generally lessened by his failure to appear in print 
on the matter until he published an account in the 
Southern Medical and Surgical Journal in 1849, 
seven years after he began the use of ether anes- 
thesia. The value of his discovery has been depre- 
cated because it was said that he did not make his 
finding known and the statement is even made that 
he died in obscurity. Such ideas, however, do not 
properly represent the situation. Dr. Crawford Long 
was a person of considerable standing entirely apart 
from his association with the ether discovery. Al- 
though a native of Georgia, he was a graduate of 
the University of Pennsylvania and had spent eigh- 
teen months in post graduate work in New York 
City. He had chosen to live in Athens, Georgia, 
which was at that time the cultural center of the 
state, Atlanta, it is said, being considered “an un- 
developed, rough, railroad town.” Dr. Long was 
an outstanding physician of his community; he 
married a niece of Governor Swain of North Caro 
lina, who was also president of the University of 
North Carolina. Dr. Long was appointed by the 
Confederate Government to take charge of the 
military hospital on the University campus at Athens 
during the War between the States. He communi- 
cated his ether discovery to physicians of his com- 
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munity shortly after his first successful anesthesia. 
It was well known among the profession of that 
county and neighboring counties. Some have brought 
forth documents to establish this fact. Crawford 
Long delayed publishing an account of the method 
because he wished to collect a larger number of 
cases and surgical cases of the proper type came 
infrequently in those days to a general practitioner. 
He mentioned that he was most anxious to rule 
out effects of imagination and was eager to avoid 
any possibility of a relation with “mesmerism,” 
which was a current fad of that day, to which he 
did not subscribe. His lack of any real concern over 
priority laurels is in favorable contrast with the 
other contenders, all of whom spent most of the 
remainder of their lives in bitter contention among 
and all of whom, in popular terms, 
came to a bad end. | 


themselves, 


It is a matter of some personal interest to ascer- 
tain as whether or not any knowledge of Craw- 
ford Long’s discovery may have reached Charles- 
ton medical circles during the discovery period, This 
could be considered a reasonable expectation since 
this is a contiguous medical center, and numerous 
medical books and journals were being published 
in Charleston at that time. However, no statement 
was located which indicated acquaintance with 
anesthetics other than that which came from the 
New England and European reports. Two articles 
in the Charleston Medical Journal and Review in 
1859 recount the discovery of ether and of chloro- 
form anesthesia without mentioning Crawford 
Long.1°, 11 Dr. Frost’s text book on Materia Medica 
in 1843 did not mention anesthetics at all and a 
later edition in 1851 discussed only the priority of 
Humphrey Davey, the Boston group and Sir James 
Simpson.12, 13° Regarding anesthesia in the later 
edition he says “The point requiring most. skill 
and care is to know when the etherization has been 
carried far enough.” This is an obvious statement 
but one which if more fully appreciated by our 
sophomore medical students would greatly improve 
the dog mortality we have during our laboratory 
exercises. 

Dr. Chisolm in his Manual of Military Surgery 
in 1864, was not concerned with the discovery of 
anesthesia but went to considerable lengths in 
emphasizing the value of chloroform under emer- 
gency conditions.14 He declared “the universal use 
of chloroform to allay the pain of surgical opera- 
tions is a complete vindication of the utility of the 
remedy and a proof of its necessity.” Also “in 
genious inhalors are more or less complicated, and 
on that account, more or less inefficient.” He 
recommended the use of a towel or funnel. He also 
remarked that he was greatly impressed with the 
hypodermic administration of morphine by Wood's 
syringe, a contrivance then only about ten years old. 

There are some other highlights which may be 
touched on briefly in order to complete the record 
of our present varied array of anesthetic agents. 
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Local anesthesia with cocaine, introduced by Koller 
of Vienna in 1884, was adapted by the Hopkins 
surgeon, Halstead, to nerve block anesthesia and 
was tried as a spinal anesthetic by Corning in New 
York. Spinal anesthesia, though, was first effective- 
ly demonstrated by Bier at the University of Bonn 
and first employed in the United States for surgical 
operations by Matas in New Orleans. Nitrous 
oxide machines were developed after 1900 by Mc- 
Kesson, Heidbrink, Connell and Foregger and 
these were later adapted to include the newer gases 
ethylene and cyclopropane. Avertin was introduced 
in 1926 following its synthesis by Willstatter. 
Amytal was introduced in 1929 as an intravenous 
anesthetic by Zerfas and this was rapidly followed 
by the progressively shorter acting barbiturates 
nembutal, evipal and, finally, now, pentothal. 


These modern anesthetics were not developed as 
chance discoveries but in most cases were the re- 
sult of deliberate chemical deduction. The rapidity 
of action of barbiturates is associated with the 
chemical fragility of the two side chain groupings 
in the molecule and this has served as a guide for 
the synthesis of progressively shorter acting pro- 
ducts. Ethylene, when first introduced, demonstrated 
features of advantage over the older anesthetics. 
Its chief disadvantage, however, was readily obvi- 
ous — its anesthetic potency was too low for good 
relaxation in gas mixtures that contained adequate 
oxygen. Chemical deduction directed the trial of the 
next higher homologue in its series—propylene. My 
former chief, Dr. Halsey, at Tulane, made an ex- 
haustive study based on this premise. Simultane- 
ously Henderson, in Toronto, followed the same 
objective. Both found propylene to be more potent 
than ethylene, as expected, but also that it had the 
disadvantages of cardiac sensitization and irregular 
relaxation. These adverse features were serious 
enough to preclude its practical use, although large 
scale production had been started by some drug 
houses. Henderson and colleagues salvaged the 
original premise, by testing other similar com- 
pounds and established the value of the closely re- 
lated isomer — cyclopropane. The well known fact 
that unsaturation or double bonds in a_ chemical 
compound usually increase its anesthetic potency 
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suggested to Dr. Chauncey Leake, in California, 
that such double bonds might be profitably intro 
duced into the ether molecule. With the cooperation 
of a large drug house, such a substance was pre- 
pared, the product being divinyl oxide rather than 
diethyl oxide which is ordinary ether. Divinyl 
oxide, under the trade name Vinetheme, is a use- 
ful induction anesthetic, being, as anticipated, more 
potent and rapid than ether. 

Despite this versatile array and even recognizing 
other newer experimental anesthetics, we _ still 
might say that ether is the most valuable of all and 
that the discovery of its anesthetic effects was one 
of the most important milestones of medical progress. 
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THE ANNUAL MEETING 


Elsewhere in this issue will be found the pro- 
gram for the scientific sessions of the coming an- 
nual meeting, and we hasten to congratulate Dr. 
Heyward Gibbes and his committee. We do not 
remember ever having seen a group of papers 
which should be of more appeal or of more value 
to the physician in general practice. Of necessity, 
the program is stream lined, and it is our sincere 
hope that all who attend will endeavor to be on 
time for every session and for every paper. It 
would be unfair to the essayists and to the listeners 
to have any speaker crowded or embarrassed for 
want of time. 


OUR HOSTS 


When Council decided to have the annual meet- 
ing this year with a one day scientific program, it 
felt that Columbia was the logical place to 

Having been the guests of the Columbia 
Medical Society for the preceding two years, Coun- 
cil felt that it would be an imposition to even 
suggest that the Society play host-again this year 
and decided to have the Association act as its own 
host with Columbia as the convention city. 

But this was not to the liking of the physicians 
in Columbia. Imbued with true Southern hospitality 
and good-will, they insisted that once again they be 
allowed to entertain the members of the Associa- 
tion. Under the leadership of its President, Dr. 
Hugh Wyman, the Columbia Medical Society issued 
an unsolicited invitation to the Association to be 
its guest. Council, deeply grateful, accepted the 
invitation with thanks. 

So the coming meeting of the Association will 
be held in Columbia on April 11 and 12 with the 
Columbia Medical Society as host. 

On behalf of all the officers and members of the 
State Association, we wish to thank the physicians 
of Columbia for their graciousness and assure them 
that we are grateful to them. 


was 
meet. 


OUR GUEST SPEAKERS 


Dr. Harry S. Mustard was born in Charleston, 
S. C. He attended Porter Military Academy, the 
College of Charleston, and the Medical College of 


the State of South Carolina (Class of 1911). After 
several years of teaching at his alma mater, he 
entered public health service and gradually rose in 
this field until he was Associate Professor of Public 
Health Administration at Johns Hopkins (1932-37) 
and then Professor of Preventive Medicine at New 
York University — a position which he still holds. 

Dr. Thomas P. Sprunt was born in Virginia but 
spent his boyhood days in Charleston, 5. C.gGradu- 
ating from Johns Hopkins Medical School in 1909, 
he has lived in Baltimore ever since where he has 
been teaching in the medical ‘schools and has been 
carrying on the practice of internal medicine. At 
the present time he is Professor of Clinical Medi- 
cine at the University of Maryland Medical School 
and Associate in Medicine at John Hopkins. 

Dr. Edgar A. Hines is the son of the late Dr. 
Edgar A. Hines, beloved Secretary-Editor of the 
S. C. Medical Association for so many years. Born 
and reared in Seneca, he was graduated from the 
Medical College of the State of South Carolina 
(1928). Securing a fellowship with the Mayo 
Foundation, he soon proved his worth and is now 
Assistant Professor of Medicine at the University 
of Minnesota. 


HOLD THAT LINE 


A kinsman of ours, in his more youthful days, 
played football on a college team. It was a small 
college and the number of men who went out for 
the team were not only small in number but also 
rather small in stature. As a result, chances for 
victory against other teams were minimal. As our 
kinsman tells of his football days—being pushed 
back and stepped on by bigger men—he recalls with 
a smile the cheering section. The favorite cheer, 
so he says, was not a vigorous “Make that touch- 
down,” but rather a plaintive “Hold that Line.” 

As we have observed the activities of organized 
medicine, in both national and state groups, in fight- 
ing the inroads of so-called socialized medicine, 
we have begun to wonder whether the keynote of 
the fight has not been “Hold that Line” rather 
than “Make that Touchdown.” We have claimed 
that our system of medical practice is the best in 
the world and that it must be preserved at any 
cost. But is it as good as it might be? We 
have claimed that the medical profession has the 

(Continued on page 66) 
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Dr. William R. Wallace, Chester, S. C., who will be installed as President 
of the South Carolina Medical Association at its annual meeting in 
olumbia, April 12. 
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PROGRAM 
ANNUAL MEETING 
South Carolina Medical Association 
Columbia, S. C. 


TUESDAY, APRIL 11 


10:00 a. m. Council Meeting 
2:00 p. m. House of Delegates 


7:00 p. m. Social Hour for Members of Association 
8:00 p. m. Banquet 
Address by Harry S. Mustard, M.D.. New York City 
WEDNESDAY, APRIL 12 


10:00 a. m. Session called to order 


10:05 a. m. Trend of Immunication in Present Day Pediatrics 
M. W. Beach, M.D., Charleston, S. C 


10:30 a. m. Specific Chemotherapy in Bacterial Infections 
W. H. Kelley, M.D., Charleston, S. C. 


11:00 a.m. The Use of Sulfonamides in Surgery 
James C. McLeod, M.D., Florence, S. C. 


11:30 a. m. Special Order 
Report of Memorial Committee 


11:40 a. m. Presidential Address 
William Atmar Smith, M.D., Charleston. S. C. 


12:10 a. m. Guest Speaker 
The Prevention and Treatment of Thrombosis and Embolism 
Edgar A. Hines, Jr., M.D., Rochester, Minn. 


1:15 p. m. Alumni Luncheon 


3:00 p. m. Headache from an Eye, Ear, Nose and Throat Standpoint 
Roderick MacDonald, M.D., Rock Hill, S. C. 


3:30 p. m. Special Order 
Passing of gavel from Retiring President Smith to Incoming President 
William Wallace of Chester, S. C. f 


3:35 p. m. Practical Obstetrics 
J. D. Guess, M.D., Greenville, S. C 


4:00 p. m. The Problem of Ruptured Invertebral Discs ‘te 
Roger G. Doughty, M.D., Columbia, S. C. 


4:30 p.m. The Tréatment of Diabetic Coma 
Oscar Z. Culler, M.D., Orangeburg, S. C. 


5:00 p. m. Guest Speaker 
The Management of Thyrotoxicosis 
Thomas B. Sprunt, M.D., Baltimore, Md. 


Adjournment 
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(Continued from page 63) 
sole right to say how medicine should be carried on. 


But doesn’t the man who has the sickness and the 
man who pays the bill have some say in the matter? 
We claim we know what is best for the country in 
the broad field of medicine. But is medical practice 
as we know it today in line with other advances in 
the general field of social welfare? 

We will never win a battle by simply crying 
“Hold that Line.” We would never be winning this 
great global war if we had been content to guard 
our shores and let the enemy come to us. The 
greatest defense is still attack. 

As we come to our annual meeting of the House 
of Delegates, as the House of Delegates of the 
American Medical Association soon convenes in 
Chicago, it is our earnest hope that a new attitude 
will develop in our leaders. Changes are needed 
in our system of medical practice—it is up to the 
medical profession to ferret out these desired changes 
and to institute the necessary procedures. Men and 
women in other fields of endeavor are concerned 
with improving health conditions of the people— 
it is up to us to find out what they think and what 
they plan, and to work with them. 

The one thing which each medical organization 
needs, whether it be a national or state or local 
society, is courageous and unbiased leadership. Lead- 
ership which will not cry “Hold that Line” and be 
satisfied, but leadership which will shout “We can 
only win this fight through aggressive action, follow 
us and we will ‘Make that Touchdown.’ ” 


DEATH 


Dr. John van de Erve, physician, educator, mini- 
ster, and former consul of the Netherlands, died 
at his home in Charleston on Feb. 15th. 

Born in the Netherlands, Dr. van de Erve came 
to this country as a boy, attended school, and was 
graduated from Rush Medical College in 1910. Fol- 
lowing teaching positions at Marquette University 
and the University of Alabama, he came to the 
Medical College of the State of South Carolina in 
1919 as Professor of Physiology—a position which 
he held up to a few weeks ago when he retired. 
In addition to his educational work he also found 
time to preach in various churches and to serve as 
consul for the Netherlands government. For some 
years he was pastor of the French Hugenot Church 
in Charleston. At the time of his passing he was 73 
years of age. 

He is survived by his widow, three sons (one of 
whom is a member of the Association, Dr. John 
van de Erve, Jr.), one daughter and two grand- 
daughters. 
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NEWS ITEMS 


Captain William Evans is enjoying a short leave 
at his home in Bennettsville. Dr. Evans is attached 
to the Charlotte Hospital Unit and has seen service 
in England and North Africa. 


Dr. Patricia A. Carter, formerly of Jersey City. 
New Jersey, has recently opened an office at 148 
Rutledge Avenue, Charleston, S. C. 


Captain Edward F. Parker is now stationed in ; 
Base Hospital in North Africa and his assignment 
is thoracic surgery. Dr. Parker is attached to the 
Vanderbilt Unit. 


The February issue of The Recorder of the 
Columbia Medical Society is dedicated “to those 
members who have given up all they love and 
cherish and have enlisted their talents and time in 
the service of their country to the end that the 
suffering of their fellow Americans might be alle- 
viated.” This issue also carries a beautiful tribute 
to Dr. Eugene Leroy Horger, a former president 
of the Society. 


The Bulletin of the Greenville County Medical 
Society carries informative and interesting sketches 
of three of the Society’s Honorary Members (Drs. 
C. B. Earle, L. I. Richardson and IF. J. James). 


Dr. H. F. Hall (Columbia) is now a Captain in 
the U. S. Army and is stationed at Fort Bragy 
N. C. 


News has been received of the death of Dr. T. O. 
Walker of Greer, S. C. 


Dr. D. L. Maguire, Dr. J. Sumter Rhame and Dr 
H. W. DeSaussure are now clinical professors at 
the Medical College of the State of S. C. These 
promotions were made upon the recommendation 
of the Dean of the Medical College and the Board 
of Trustees. 


Dr. Bernyrd McLawhorn (Greenville) has been 
promoted to the rank of Captain. 


The Board of Directors of the Medical College 
authorized an increase in the number of medical 
students in the first year class from 50 to 60. 


Dr. Halbert H. Acker, 56, retired physician of 
Anderson, has passed away following a long illness. 
Dr. Acker was a graduate of the Medical College 
of the State of South Carolina. 


Dr. J. McM. Davis, formerly of Columbia, is 
now serving with the Army overseas. 


Dr. and Mrs. Mills Goodlett of Pelzer, S. C., 
announce the arrival of a daughter. 


J 
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SOUTH CAROLINA MEDICAL ASSOCIATION 
BALANCE SHEET 
December 31, 1943 


Assets 
Petty Cash $ 10.00 
Bank—Guaranty Bank & Trust Co. 2,836.55 
Accounts Receivable 1,058.41 
Deposits Receivable 3.00 
Investments : 
Defense Bonds $ 6,000.00 
Peoples Federal Savings & Loan Assn. 500.00 6,500.00 
Accrued Interest Receivable 21.56 
Office Furniture & Fixtures 1,100.00 
$11,529.52 
LIABILITIES 
Social Security $ 7.50 
Victory & Withholding Tax 118.80 
126.30 
SURPLUS 
Surplus $ 8,375.77 
Excess of Revenue over Expense 3,027.45 
11,403.22 
Total Liabilities and Surplus $11,529.52 


We have examined the treasurers records of the South Carolina Medical Association for the year 
ended December 31, 1943. 

We certify that, in our opinion the above balance sheet and accompanying statement of income and 
expense of the South Carolina Medical Association sets forth the financial condition of the association 
at December 31, 1943 and its income and expense for the year ended on that date. 


January 17, 1944 JAILLETTE & OULLA 
Florence, South Carolina Public Accountants 


| 


L:: our Service Representatives cannot get to see you as 
regularly and frequently as desired, please write, wire or 
phone and we will give you prompt, courteous and intelli- 


gent service. 


WINCHESTER 


‘*Carolina’s House of Service” 


! Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 
, 106 E. 7th St., Charlotte, N. C. 111 N. Greene St., Greensboro, N. C. 
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SOUTH CAROLINA MEDICAL ASSOCIATION 
STATEMENT OF CASH RECEIPTS AND DISBURSEMENTS 
January 1, 1943 to December 31, 1943 
Balance in Bank January 1, 1943: 


Guaranty Bank & Trust Co. $ 1,711.41 
Revenue Receipts: 
Membership Dues $ 4,680.00 
Subscription Dues 2,063.25 
Advertising 4,423.08 
Interest Earned $ 127.81 
Less—Accrued Interest (Not Rec.) 21.56 106.25 
Cuts for Journal 14.76 
Voluntary Membership Dues 8.00 
How to Help Your Doctor 10.90 
Victory & Withholding Tax 297.00 
Social Security 30.00 
Total Receipts 11.633.24 
$13,344.65 
Disbursements : 
Audit $ 60.00 
Convention Expense 434.92 
Dues & Subscriptions 41.00 
Heat, Lights, Fuel & Water 27.91 
Insurance 16.39 
Miscellaneous 18.00 
Office Supplies 286.23 
Printing 3.343.41 
Rent 303.00 
Salary—Secretary & Editor 2,100.00 
Salary—Stenographer 900.00 
Postage 120.00 
Telephone 138.5! 
Traveling Expense 120.75 
Bank Charges 3.95 
Bouks 7.80 
Legislative Committee 4.65 
Medical Defense 294.28 
Historical Committee 50.00 
Taxes & License 
Victory & Withholding Tax $ 178.20 
Social Security __59.10 237.30 
Investments 
Defense Bonds 2.000.00 
; Total Disbursements _10.508.10 
Balance per Bank December 31, 1943 $ 2.836.55 


WAVERLEY SANITARIUM, INC. 


(Founded in 1914 by Dr. and Mrs. J. W. Babcock) 
HOSPITAL FOR CARE AND TREATMENT OF 


NERVOUS AND MENTAL DISEASES 
2641 Forest Drive Columbia, 8. C. 
DR. CHAPMAN J. MILLING, Medical Director 
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Men of the United States 
Marine Corps say letters 
keep up morale... Write 
that V-Mail letter today. 


Funny, how it’s the little things 
he always writes about so far from 
home... the little things that seem 
important to him... 

“Is Johnny keeping my tools in 
shape . . . Do they still pitch horse- 
shoes back of Kelley’s . . . How are 
the strawberries coming up? .. . 
Sure miss those picnics we had 
with Mary at Birch Grove’... 

But maybe it’s not so funny when 
you stop to think of it. For after 
all, isn’t it the little things that 


| Morale is a lot of little things 


(As you, Doctor, know better than most) 
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help mean home to all of us? 


It happens that to many of us 
these important little things in- 
clude the right to enjoy a refresh- 
ing glass of beer or ale ... asa 
beverage of moderation after a 
day’s work ... with good friends... 
with a home-cooked meal. 

A glass of beer—not of crucial 
importance, surely . . . yet it is 
little things like this that help mean 
home to all of us, that do so much 
to build morale—ours and his. 


69 
Ge 
| 
| 
- 
WOE 
= 


70 Tue JourNAL of THE SouTH CaRoLINA Mepicat ASSOCIATION 


March, 1944 


Pathological Conference, Medical College of the State of South Carolina 


KENNETH M. LYNCH, M.D., PROFESSOR OF PATHOLOGY 


ABSTRACT NO. 512 


History: 58 year old negro man admitted with 


chief complaint of “gas on stomach” which has 
been noted for 7% months. Appetite poor with 
occasional nausea, vomiting and considerable con- 


stipation. Epigastric pain at times which becomes 
generalized over entire abdomen and then passes off. 
For three weeks before admission he has had ankle 
edema. No dyspnea, orthopnea or palpitation. 45 
pounds weight loss during past seven months, “gas 
on stomach” having been first noted in February. 
Remained in fairly good health until May when 
abdomen became distended and bowel movements 
watery and foamy. Pain preceded the abdominal 
distension and seemed to be associated with a lump 
which started in right lower quadrant and migrated 
upward above umbilicus. Pain became so severe at 
times that he would vomit. Food had no effect on 
pain. 

Physical Examination: T. 97.4. P. 100. R. 24. 
B. P. 130/90. Negro man apparently suffering from 
chronic illness and with marked evidence of weight 
loss. 

Head, eyes, ears, nose, throat and neck essentially 
negative. Lungs clear. Heart sounds of good quality, 
regular rhythm, no murmurs, no enlargement. Mark- 
ed abdominal distention. Abdomen symmetrical. 
Fluid wave present with shifting dulness. Question- 
able mass above umbilicus with no distinct outline. 
Some tenderness to palpation in epigastrium. Liver 
and spleen not felt. One plus pitting edema of lower 
extremities. 

Laboratory: WBC from 3,600 to 4,850. RBC 
from 3.05 to 4.02. Hb. 8 to 10 gms. Polys from 22 
to 40% with 50% to 78% Lymphocytes. No im- 
mature WBC. 

Urinalyses normal with Sp. Gr. 1.012 to 1.027. 
Negative for bile pigments. 

Urine for Hippuric Acid Synthesis—.24 gms. ben- 
zoic acid. 

Blood amylase 64 units. 
tion positive 1 to 16 dilution. 

Feces: 2 to 3 plus benzidine test 
casional RBC once; no ova. 

Course: Abdominal distention diminished and no 
definite mass then palpable. Again became distended 
after three days. Numerous enemata given with re- 
turn of small amount of grey or brown fecal ma- 
terial. No fever until last day when 100°. Vomited 
fairly frequently. Gradually grew weaker and died 
after twenty-five days in hospital. 

Dr. Kelley (Conducting): Mr. Mclawhorn, what 
do you think about this case? 

Student McLawhorn: In a man of this age and 
with these symptoms, my first thoughts were natur- 
ally about carcinoma of some portion of the gas- 
troenteric tract. The epigastric pain, constitpation 
alternating with watery stools, weight loss and oc- 
cult blood in stools strongly support this idea and 
my first choice is carcinoma of the colon. The mass 
is indefinite and uncertain and does not help very 
much. Another possibility is tuberculosis of the in- 
testines, but tuberculous enteritis usually occurs in 
younger people and is commonly secondary to pul 
monary involvement of which we have no evidence. 
Portal cirrhosis may also be considered, but there 
is no evidence of collateral circulation or jaundice. 
The signs of intestinal obstruction are also incon- 
sistent. A mesenteric or peritoneal metastatic growth 


Heterophile agglutina 


(4 X); Oc- 


from some obscure primary focus might also involve 
the intestine and produce these symptoms. I am 
unable to explain the neutropenia. My diagnosis is 
carcinoma of the gastroenteric tract, but I would 
like to have X-ray studies and an examination of 
the ascitic fluid to be more definite. 

Dr. Kelley: Mr. McCoy do you have any other 
suggestions ? 

Student McCoy: No, I do not. The case seems 


to resolve itself into one of chronic partial in- 
testinal obstruction, due either to an intrinsic or 
extrinsic lesion. Mr. MclLawhorn has pretty well 


eliminated portal cirrhosis. Carcinoma of the liver 
can be eliminated on much the same basis and cer- 
tainly there should have been hepatic enlargement 
if a hepatoma was the cause of the trouble. The 
laboratory evidence of decreased liver function is 


RHEM’S DRUG STORE 
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DOCTOR’S ORDERS 

505 W. Palmetto 
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Manufacturer’s Agents 
and Distributors of 
Standard Trade Marked 
Hospital and Physicians 
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Louis W. Griffin 
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about the only thing in favor of it. The location of 
the pain and the mass are suggestive of carcinoma 
of the pancreas, and if situated in the head, duode- 
nal obstruction is conceivable although it doesn’t 
seem likely that the common duct would have escap- 
ed involvement. I think a G-I series is necessary be- 
fore I can go further. 

Student Stiff: Roentgenographic studies were done 
and the esophagus, stomach and duodenum found 
to be normal. Careful study of the colon failed to 
reveal any X ray evidence of an organic lesion. 
There was some evidence of partial obstruction of 
the small bowel near the terminal ileum with dila- 
tation of the lower small bowel with gas. 

Dr. Kelley: Mr. McCoy, does that help you? 

Student McCoy: Yes and no. It eliminates car- 
cinoma of the colon and suggests a neoplastic pro- 
cess involving the small intestine instead. Lym- 
phosarcoma arising from the lymphoid tissue of 
Peyer’s patches would explain most of the findings, 
including the insidious onset and anemia. 

Dr. Kelley: Mr. Montgomery, can you give us 
further aid? 

Student Montgomery: The blood picture makes 
me wonder about some dyscrasia such as aleukemic 
leukemia, or pernicious anemia but the hypochromia 
and abscence of abnormal cells make these unlikely. 
An obscure carcinoma, such as one of the tail of 
the pancreas, with metastasis to mesentery might 
produce a nodule or adhesions that would produce 
obstruction of the small intestine. There are also 
several other conditions, about which I know very 
little that could explain the picture. Regional ileitis 
can cause obstruction and an inflamed diverticulum 
may do the same thing. 

Dr. Kredel: There seem to be three major possi- 
bilities here. A carcinoma of undetermined pri- 
mary site with metastatic mesenteric or peritoneal 
nodules, Meckel’s diverticulum or regional ileitis 
might be the background for this man’s illness. 

Dr. Lynch: If the students will refer to the re- 
cent literature they will find numerous reports and 
discussions of this disease. This is a case of so- 
called regional ileitis or enteritis, the latter prob- 
ably being a more preferable term as other portions 
of the intestine besides the ileum may be involved. 
The lesion is characteristically regional or segmental 
in its distribution, normal portions of bowel inter- 
vening between the diseased parts. The cause of 
this lesion is unknown and whether it is a separate 
and distinct disease of some specific type remains 
to be found out. The pathology in the intestine is 
usually divided in several stages and here we have 
the final stage of the process. In the ileum about 
45 cm. above the ileo-cecal valve there is an in- 
durated, “garden-hose” constrictive lesion of the 
ileum which measures 12 cm. in length. The lumen 
is almost completely blocked. The attached mesen- 
tery is moderately thickened and indurated. On 
microscopic section there is a non-specific inflam- 
matory process involving the mucosa and submu- 
cosa primarily, with ulceration of the former, Large 
and small lymphocytes are the chief reacting cells 
although some plasma cells and macrophages are 
also present. The inflammatory reaction extends 
irregularly into the muscle coats and serosal tissues 
with moderate amounts of fibrosis throughout. 
Practically the entire small intestine agove the con- 
strictive lesion is dilated and has an edematous 
succulent wall with much acute ulecration of the 
mucosa. This is probably due to the almost com- 
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p.ete obstruction below rather than a more acute 
phase of the regional enteritis. 

Dr. Smithey: In operating upon people with this 
disease, it may be difficult to tell what the trouble 
is, if the abdomen is opened during the first or acute 
phase. We have seen all three stages here however, 
and have familiarized ourselves with the appear- 
ance of the intestine in the first stage so that we are 
able to identify the process. The intestine in this 
stage is dull, slate-grey and slightly boggy. In the 
second stage there is the red, boggy, granulomatous 
type where the intestine resembles a raw hot-dog 
and has a delicately resistant type of induration. 
The third stage presents the chronic stenosing, 
cicatrizing form with musosal ulceration and ob- 
struction which may result in perforation of wall 
with abscess formation or fistulae to adjacent loops 
of bowel. 

The majority of these cases apparently subside 
on their own account, so that in the first stage they 
should be left alone. In the third stage of course, 
radical surgical measures are indicated. 


ESTES SURGICAL 


SUPPLY COMPANY 
Phone WAlnut 1700-1701 


56 Auburn Avenue 


ATLANTA, GA. 


We cooperate with the physicians at 
all times 


HUNLEY’S DRUG 
STORE 


King St. Charleston, 8. C. 
Telephone 5541 
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REEVES DRUG CO. 


Just What The Doctor Orders 
139 8. Dargan St. 
Florence, 8. C. 


Phone 123 
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AERO SAKOS 


This column has no right to become serious in 
its thoughts nor heavy in its writing and these 
facts we understand. There is however one very 
pressing condition which seems to become more 
acute each day. This is Intolerance. Since it is so 
distasteful for this column to discuss or consider 
such a miserab!e term, we will for the moment 
think about the more pleasant opposite, ‘Tolerance. 

Tolerance is not considered in any of its inter- 
national aspects as in politics, religion or racial 
problems at this moment. Nor is it discussed from 
a national or even local sense, but rather from a 
purely personal standpoint. Perhaps we should say 
then it is mental tolerance. 

Tolerance can only come through understanding. 
This means understanding one’s self and his fellow 
man. Then logically those most highly educated 
should be most tolerant. This seems very reasonable 
and yet from the admitted low brow viewpoint 
of this column, we can think of no group that is 
more lacking in tolerance than our better educated 
groups. I must include our honored profession along 
with the others. 

Can’t we as a group, which is now becoming more 
and more acceptable as a leader in all factions of 
our daily life, take stock of ourselves and seriously 
question ourselves about our tolerance or lack of it? 

Now for the lighter facts of life! 

A story is told by one of our internes which 
should be very enlightening and informative. It 


March, 1944 


seems that a Colored Minister was called to a 
nearby community to preach the next Sunday. When 
he bought his ticket on Wednesday the ticket agent 
asked, “Buying your ticket early, aren’t you 
Preacher?” “Yes,” he replied, “but I thought I’d 
go down early and look the town over and get some 
of that fried chicken lined up before Sunday.” “1 
suppose,” he was asked, “You want to get some of 
those colored sisters lined up too don’t you?” The 
minister then spoke the following words of wis- 
dom. “I'll tell you, old age has done De-sisterized 
me.” 

Then there is the one about the hotel that was 
crowded, It seems that three Soldiers came in and 
asked for rooms. They were told that the only 
room available was a vacant storage room, without 
a bed, and that they were welcome to that for the 
night. They immediately went up and went to 
sleep. In a few minutes in walked three Sailors 
with the same request. They were also offered the 
room with the Soldiers and they too went to sleep. 
After several minutes had elapsed three Marines 
came in wanting rooms and they too were sent to 
the storage room for the night. Finally a young 
and beautiful WAC came in and asked for lodging 
for the night. The situation was explained to her 
and she too went into the storage room to spend 
the night. The next morning the three Soldiers 
came down to breakfast and ordered “Bacon and 
eggs.” The Sailors came down and also ordered, 
“Bacon and eggs.” Soon the Marines came down 
and they too ordered “Bacon and eggs.” Fina ly 
the lone WAC walked in and asked for a bowl of 
cereal. This story merely proves that nine out of 
ten people want “Bacon and eggs” for breakfast!” 


WOMAN’S AUXILIARY 
SOUTH CAROLINA MEDICAL ASSOCIATION 


President: Mrs. J. E. Orr, Seneca, S. C. 


Publicity Secretary: Mrs. W. B. Furman, Easley, S. C. 


The Pickens County Medical Auxiliary met at 
the home of Mrs. J. W. Kitchins in Liberty on 
Thursday, January 13. There were nine members 
and two visitors present. Mrs. W. B. Furman pre- 
sided over the meeting. Among the items discussed 
during the business session were the report of 
Christmas baskets given by the Auxiliary, a report 
from Mrs. Halford concerning aid given to two 
families, the X ray of a child which the Auxiliary 
paid for, the donating of $10.00 with which to buy 
cod liver oil to be used for indigent children and 
tuberculosis patients. 

Mrs. Halford announced that there would be a 
meeting of the T. B. Association at the county 
health office in Pickens on January 26 and the 
president appointed Mrs. J. W. Kitchins, Mrs. J. 
W. Potts and Mrs. J. L. Valley to represent the 
auxiliary at this meeting. 

Mrs. J. L. Valley conducted an appropriate de- 
votional. 

Mrs. Furman introduced Mrs. J. L. Orr of 
Seneca who is the state president of the medical 
auxiliary. Mrs. Orr made a most interesting talk 
concerning plans and work of the organization. 

Miss Leola Hines, president of the Seneca 
Auxiliary, was introduced and responded with a 
few remarks. 

During a social hour, the hostess served a salad 


course. Mrs. L. R. Poole, Publicity Chrm. 


The Oconee County Medical Auxiliary met at 
the home of Mrs. J. T. Davis in Walhalla, Monday 
afternoon, January 10. Miss Leola Hines, President 
of the Auxiliary, opened the meeting with a prayer 
for guidance in cancer control work. 

During the business session Mrs. J. N. Webb, 
Corresponding Secretary of the State Medical 
Auxiliary, made a report concerning the Executive 
Board meeting of the State Auxiliary held in 
Greenville, October 13. The President reported that 
the County Auxiliary had purchased a Tuberculosis 
Bond during the recent Christmas Tuberculosis 
Seal and Bond Drive. The Auxiliary voted to spon- 
sor a county-wide cancer control public meeting to 
be held in Walhalla, Monday afternoon, April 10. 
Guest speakers will take part on the program and 
slides will be shown. 

Besides the regular membership, Presidents of 
various clubs in the county were present as follows: 
Mrs. J. Q. Adams of the American Legion Auxiliary 
and UDC Chapter, Mrs. John Edwards of the 
Once A Week Club, Mrs. Cherry Davis of the 
Literary and Civics Club all of Seneca; Mrs. Bert 
Gillespie of the Mother’s Club, Mrs. Ira Holden 
of the American Legion Auxiliary, Mrs. Harry 
Hughs of the DAR and UDC Chapters and Mrs. 
Marion Poliakoff of the Paul Hayne Circle all 
of Walhalla. 

After all business was disposed of a New Year’s 
contest was enjoyed by those present and the hostess 
served a delightful salad course with hot punch. 
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